gynicology slowly came to be accepted as a fulltime specialty, amply justified by its expanding commitment. It was not until 1955 that pxediatric medicine was finally transferred.
To staff the hospitals there is an establishment of 33 consultants and specialists which includes 12 consultant posts. Of the consultants, one is Adviser in Obstetrics and Gyniecology to the Army, and two have recently been appointed Command Consultants in the principal Overseas Commands, BAOR (Germany) and FARELF (Far East).
In 1951 an appointment at the Louise Margaret Hospital was recognized by the Royal College of Obstetricians and Gynaecologists for training in obstetrics for its Membership examination. It then became possible for serving officers to prepare for this examination and to qualify MRCOG. Thereafter this qualification became obligatory for all officers aspiring to Senior Specialist status. A second appointment was recognized at the same hospital in 1960, and in recent months two further posts have been recognized at the British Military Hospital, Singapore. Since 1951, 13 serving officers have been successful in the MRCOG examination, 2 ofwhom have since been elevated to the Fellowship (FRCOG).
In four other military hospitals posts have been recognized for training for the D(Obst)RCOG, thus enabling general practitioners in the Army to obtain this diploma.
Midwifery Staff and Training
There are at present 253 qualified midwives practising midwifery in the Queen Alexandra's Royal Army Nursing Corps.
Between the wars a midwifery training school was established at the Louise Margaret Hospital but it lapsed before the outbreak of the Second World War. It was re-established in 1961 and is making a notable contribution to the midwifery strength of the Queen Alexandra's Royal Army Nursing Corps. Since 1961, 59 pupil midwives have been successful in Part I of the Examination of the Central Midwives' Board, approximately 50 % of whom have gone on to qualify SCM. This hospital is also undertaking obstetrir nurse training of student nurses.
Co-operation with National Health Service It should not be thought that this service is parochial and limited to service dependants. In this country nearly all military maternity units admit civilians. The Louise Margaret Maternity Hospital alone was responsible for the delivery of more than 400 civilian babies in 1963 (Fig 1) , and its obstetric 'flying squad' was called on 17 occasions to civilian homes and general practitioner maternity units. The purpose of this paper is to show how environment may affect obstetric practice. In attempting to* do this, the case records of more than 1,000 women delivered in Hong Kong during the years 1960-61 have been examined and compared wherever possible with a similar group delivered in the United Kingdom in 1961. Both groups were made up of the wives of servicemen and only European women were included. The first group was supervised and delivered at the British Military Hospital Hong Kong, and the second group at the Louise Margaret Maternity Hospital, Aldershot. Medical and nursing standards of treatment were similar in both institutions.
As it was thought that climate plays an important part in producing the differences which are found, it should be noted that Hong Kong experiences a very hot and humid summer which lasts for the six months from April until September, while the remaining months of winter could be compared to a good English spring or even summer.
Pregnancy
It was firstly with pregnancy that the most obvious differences were found. In Hong Kong the general state of health of the patient seemed poorer, and it appeared that anemia was much more common. Nor did the latter seem to respond to treatment as readily as might have been expected, and as a result blood transfusions were being given with greater frequency. It was because of these impressions that a two-year survey into the incidence and oetiology of anvmia of preganancy was carried out, and the following are some of the findings which emerged from this.
A higher proportion of patients in Hong Kong started their pregnancies with anemiadefined as hemoglobin at or below 65 % (9X6 g/100 ml)than in the United Kingdom, viz. 8 6 % in Hong Kong as compared with 5 0 % in the UK (Table  1) . Twice as many in Hong Kong developed megaloblastic anemia, 1 9 % compared with 0-8 % Table 1 Incidence of anemia Anamia at Developed Developed onset of iron deficiency megaloblastic Group pregnancy anemia anemia HongKong 8-6%
14-1% 1-9% UK 50% 7-9% 0-8% in the UK; these latter figures are small and cannot be considered conclusive. More significant is the finding that almost twice as many patients in Hong Kong developed iron deficiency anemia as in the UK -14-1 % compared with 7 9 %. These latter figures apply to patients who were taking prophylactic iron during pregnancy. In a group in Hong Kong which did not have iron, the incidence of anmmia rose to 30-2%, i.e. nearly one-third of all patients developed anemia. In an' attempt to find the cause for this high incidence the figures were examined on a monthto-month basis and it then became obvious that the increased incidence was seasonal and occurred during the summer months (Table 2 ; Figs 1, 2). In Fig 1 the number of cases of aneemia each month is related to the mean air temperature; the number of patients who, although taking prophylactic iron, developed iron deficiency anemia tends to increase as the temperature rises and falls off when the temperature is lower. Fig I also shows the monthly incidence of anaemia in those patients who were not given any prophylactic iron; the relationship of incidence to air temperature is much the same as before except that the overall incidence is increased each month. In Fig 2 the incidence of animia during the three hottest months of the year has been compared with the incidence during the three coldest months and it can be seen how great is the difference between the two seasons. In a follow up on this point a number of patients had their diets examinedsome in the summer months and the remainder in the winter, but very little difference was found as far as folic acid or iron content was concerned. Nor did investigations show any increase in the number of patients suffering from gastro-intestinal diseases in the summer months, which might have accounted for intestinal malabsorption of either of these substances.
It was concluded that the high incidence of pregnancy animia during the summer months was probably the result of a depression of erythropoiesis due to the heat and humidity superimposed on a dietary deficiency of iron and/or folic acid which in itself was non-seasonal.
The incidence of toxxmia of pregnancy in the Hong Kong group (7*1 %) was very much less than in the UK group (12-7%) ( Table 3) . Lest the latter figure should appear unduly high it should be pointed out that these figures include , mean air temperature all cases of pre-eclamptic toxacmia, essential hypertension, chronic nephritis and eclampsiathis was done in order to avoid any error by definition. In spite of the lower incidence of toxemia, the incidence of both accidental heemorrhage and eclampsia is higher than in the UK group, whereas the reverse might have been expected. From this one can conclude that although toxemia is less common in Hong Kong it is more serious when it does occur. It was thought that the explanation of these findings was that in the hot weather weight gain and fluid retention were kept at a minimum as the result of a lower carbohydrate intake and an excessive loss of fluid and salt in perspiration. This had the Labour (Table 4) Labour was much less affected by climate than was pregnancy. Whether this would have been the case had the patients not been managed throughout in air-conditioned wards is difficult to say. The only finding of significance is a reversed ratio for forceps delivery and Qesarean section. The combined rate in both groups was very similar. These findings suggest that assistance had to be given at an earlier stag-of labour in Hong Kong than in the UK, possibly because of the earlier onset of either foetal or maternal distress.
Puerperium
Failure of breast feeding was the main problem of the puerperium; this caused particular concern because of the high incidence of gastro-enteritis which affected children in the first year of life.
Anamia, though not so marked as in pregnancy, and infection of both the mother and child were other common problems.
Fa?tus and Neonate
In Hong Kong the stillbirth rate is 24-9 per 1,000 total births, and in the UK only 13 7 per 1,000 total births. The loss during the neonatal period is very similar in both groups: 11 -8 per 1,000 live births in Hong Kong and 10 9 per 1,000 live births in the UK. These findings indicate a much larger fcetal wastage in Hong Kong, mainly the result of the higher stillbirth rate. An analysis of the cause of the stillbirths in both groups shows that in Hong Kong 38-5 % were due to fretal abnormality, compared with 21-1 % in the UK, and a further 19 2 % were the result of (Table 5 ). The latter finding might have been anticipated in view of the higher incidence of accidental himorrhage, but the cause of the former is more obscure.
In Hong Kong 28, or 2'7 % of all babies, had congenital defects at birth compared with 25 (17%) in the UK group. Table 6 shows the incidence of the various types of abnormality found in both groups. Hydrocephaly was more than four times as frequent in Hong Kong and anencephaly more than twice as common. Talipes equinovarus and multiple deformities also had a higher incidence. The reason for the high incidence of foetal abnormality is not known, nor are the causes of the different types of abnormality, but during the period under review there were at least two major epidemics of aseptic meningitis reported by Hughes and his associates (1963) amongst service families in the Colony. The infecting organism in both epidemics was the Coxsackie virusa virus which is known to be able to cross the placental barrier and cause disease in the foetus. It was, therefore, thought possible that maternal viral infection might be a factor in the etiology of those abnormalities which had a neurological basis. During these two epidemics of aseptic meningitis in the Colony a small number of pregnant women did develop the disease but in these cases there was no abnormal fcetus. However, for every patient who developed the disease it was thought that there were many more in whom the attacks were too mild to be reported or were subclinical. Most of the cases of hydrocephaly and anencephaly appeared to occur in groups which followed the outbreaks of meningitis by about five or six months.
In the UK group the incidence of babies born who weighed 51 lb or less was 5%, while in Hong Kong the rate was 7 8 %, but of especial interest is the fact that in the latter group 31 -6 % of the so-called premature babies were delivered at 40 weeks gestation or later. This means that on average the babies born in the Colony were smaller than those born in the UK. Low birth weights in tropical countries are usual among indigenous populations where there is a low standard of living (Brenton 1922 , WHO Expert Committee on Maternal and Child Health 1961) but do not appear to have been previously reported upon in European communities living in these countries. It is probable that the cause is a low calorie intake during pregnancynot due to any lack of availability but rather to a disinclination to eat while the weather is hot, Tropical diseases such as cholera, typhoid, sprue and malaria are present in Hong Kong but rarely affect the serviceman or his family. Preventive medicine has largely seen to their protection. There is, however, still much that could be done to eliminate those diseases that are the result of unfavourable climatic conditions.
